BUS DRIVER THREAT
Sir, I was interested to read the opinion piece (Improving oral health among schoolchildren -which approach is best? BDJ 2011; 210: 59-61) referring to oral health improvement teams using modern inventions to suit the needs of the local population, using a multilevel approach and not using outdated methods.
I recall, as a community dentist in the 1980s, using a multilevel approach to try to improve the oral health of a group of adults in NE Hampshire who had moderate to severe learning disabilities. There were about 50 people in the group daily attending a new Centre where the person in charge and the staff were enthusiastic and caring. The majority of the people attending the Centre had poor/bad oral health and most had not accepted an offer of dental care provision.
It was felt that oral health promotion to parents, carers and all staff would produce an improvement in oral health of the group. Sessions to talk about how to improve oral health were set up with staff, parents and carers all invited (including catering staff, cleaner and groundsman at the Centre) and substantial numbers attended these discussions and appeared keen to act. Over the following six months an increasing number of those with learning disabilities accepted dental care and it was obvious that the general attitude of those at the Centre to oral health and treatment had undergone a significant transformation.
When returning the following year to encourage the few remaining people attending the Centre who had not had any dental care to do so, it was disappointing to find several were still not willing to accept dental care. I suspected that maybe some parents, or staff had not maintained their apparent enthusiasm for good oral health from the previous year, but further investigation failed to locate any lessening of the previous cooperation.
But, a little later, I did find the person who was giving a negative message, which had resulted in people not obtaining dental care. He was telling them that in his experience going to a dentist was to be avoided. He was the bus driver driving people to and from the Centre every day who had not been invited to the oral health discussions the previous year and had not been thought of as a member of this relatively closed group of people at the Centre. I took the liberty of having a twig analysed at Kew Gardens. It contains many substances, not least tri-methyl amine, high amounts of fluoride and silica, vitamin C, flavenoids and sterols. It is reported that it also has antibacterial properties, astringents and detergents. After several minutes of nibbling and chewing a twig, it frays into a fibrous mat not unlike a brush and leaves your teeth feeling really clean and smooth. I believe the company Sarakan Ltd in Beckenham put the powdered root in their products. There is no indication that it contains any toxic compounds but it may be worth checking.
I have also noticed a heavy dark brown stain on some patients' teeth but this is due to chewing the naturally available but mildly narcotic 'mirra' leaf which is horribly bitter. They therefore chew it with honey and sugar resulting in rampant decay -but that's another story.
R. O. Coleman, Cirencester DOI: 10.1038/sj.bdj.2011.529
SHEATH COMPLIANCE
Sir, further to the correspondence by R. Emanuel (Br Dent J 2011; 210: 344) concerning resheathing of needles, examination of the quoted EU directive 1 states in Clause 6, Paragraph 1, 'Where the results of a risk assessment reveal a risk of injuries with a sharp…', only then is 'recapping' banned.
Risk assessment demonstrates when resheathing a dental local anaesthetic needle the operator's fingers are at least 3 cm away from the needle point; any healthcare professional who is unable to replace the sheath of such a needle without injuring his or herself is too clumsy to be allowed in a dental surgery.
To comply with HTM 01-05 the cleaning of instruments should be carried out in a room separate from the dental surgery. It is far more dangerous to handle and carry out transport of unsheathed
